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V. 	 The Officeofmanagement and Budget Circular A-87will be used fordetermining 
reasonable costs. 

k.  	 Assure that no fee ischargedby ODMH or the ADAMHKMH Boards to the CMHagencies for 
any cost associated with transferring of funds, contracting, or administrative fees. 

no payment arrangement betweenI .  	 Assure thatcapitation-like ADAMHKMH Boards and 
providersisapplied to  Medicaidfunds.Additionally, assure that no paymentarrangements 
between ADAMHKMH Boards a n d  providers applicable to  non-Medicaid services function in 
any manner, directly or indirectly I, to putMedicaid expenses or revenues at risk or to otherwise 
limit consumers' access to  or u s e  of Medicaid services or t o  limit payments to CMHagencies 
for such services. 

m. 	 ReviewcurrentMedicaidrate reconciliation methods with ODHS to ensure that Medicaid pays 
no more than the actual cost of services provided to Medicaid consumers and also to  ensure 
that suchmethods are uni formly applied in each Board area. Additionally,ensure that the 
reconciliation methods for non-Medicaidservices do not limit, directly or indirectly, payments 
to  CMH agencies for Medicaid services. 

n. 	 Jointlywith ODHS, establisha procedure foridentifyingduplicate servicedeliverybetween 
CMH agencies and HlCs and be-tween CMH agencies and providers paid directly by ODHS. 
Additionally, CMH agencies shall I not bill both ODMH and ODHS for a single service event. 

0. 	 Assure that servicesclaimed f o r  reimbursementunderanyotherfederalprogramcannot be 
charged to  Title XIX. This exclusion does not apply to  persons eligible for Medicare crossover. 
A CMH agency or subcontractor cannot be reimbursed by ODHS for services reimbursed by 
ODMH under provisions of this contract. 

P. 	 Submit on a quarterly basis a two-year  estimate of ODMH anticipated expenditures. Sixty days 
prior to thestart of a quarter, O B M H  must give ODHS a monthly estimate forthat quarter and 
a quarterly estimate for the next seven quarters. Failure to  submit the two-year projection on 
a quarterly basis will result in reimbursementbeing withheld for thatquarter until the projection 
is received. The report must be sent to ODHS, Office of the Budget, 30 East Broad Street, 
30th Floor, Columbus, Ohio 432'1 5. 

2. Inpatient psychiatric Hospitals 

a. 	 Remit to the private psychiatric h hospital provider 100%of the Medicaid payment per discharge 
as determined in accordance w i t h  paragraph Ill B. 2.a. 

b. 	 Submit to ODHS Claim Processing Section within365daysofthedateof service, claimsfor 
inpatient psychiatric services provided by public psychiatric hospitals. 

C. 	 Assume responsibility for 100% of the Medicaidpayment forMedicare Part A-Inpatient and 
Part B-Ancillary crossover claims for services renderedto Medicare/Medicaid-eligible individuals 
by private psychiatric hospitals, in accordance with paragraph 111.  B. 2.a. 

d. 	 Certify as Medicaid reimbursable theexpenditures forpublic andprivatepsychiatrichospital 
services. In order to  meet the s t a t e s  requirements for claiming federal funds, payments for 
public psychiatric hospital services :es will be made from the ODMH Fund 4x5 ALI 333-607 for 
only the FFP share. No further p payments will made for the same services. ODMH will certify 
the state share, and will p rov ide  the required state match for inpatient psychiatric hospital 
services. 

ofe. Process regarding s tatus claims rule :3-1 -I?,@ 
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and respond as appropriate to the provider. 

f. 	 Ensure that all necessaryfinancial, statistical andrelated record s (which shall be available to  
ODHS,HHS, and other state and federal agencies having authority to auditthese records) 
supporting the expenditures for services rendered to recipients a r e  maintained for a period of 
six years fromremittanceofpayment, or until an audit is completed and all exceptions 
resolved. 

9.Makerecords available uponrequestfrom ODHS,HHSor designeeforaudit purposes. 

h. Provide ODHS with anydatarequiredfor HCFA reportsrelated t o  inpatienthospital services. 

I .  	 Submit to  ODHS ClaimsProcessingSection, within 365 days f r o m  thedateof service, claims 
for physician services provided to  Medicaid recipients in public psychiatric hospitals. 

i. 	 Make IMD-DSH payments to private psychiatrichospitals that qualify for IMD-DSHadjustments 
in accordance with rule 5101 :3-2-10 of theOAC. 

3. managing Behavioral Health Services 

a. 	 ODMHmaybillforadministrativecostsincurredintheadministration ofthis program ifthe 
followingconditions are met: 

i. 	 Only direct costs can be claimedfor full-time employees and/or for costs claimed under 
contract. 

II. 	 Prior federal approval is obtained for indirect costs claimed under the contract including 
dataprocessingexpensesassociated withtheprocessingofclaimssubmittedfor 
participatingmentalhealth andalcoholandother drugaddiction programs in 
accordance with federal regulations and MMlS requirements. 

... 
111. Sufficientdocumentationmust be submitted to ODHS withthe billing tojustify the 

amount. 

V. 
COMPENSATION 

A. 	 ODHS agrees t o  reimburse ODMH, upon proper invoicing andpreparation of an Intra-State TransferVoucher 
the currentFFP for services providedin accordance withChapter 5101 :3-30 oft h e  Administrative Code. Total 
amount of FFP reimbursement shall not exceed $192,000,000for FY 00and $1 92,000,000 forFY 01  . Such 
reimbursements shall occur after receipt of FFP from HCFA by ODHS. 

B. 	 Paymentsforanyand all services provided pursuant to  this agreement are contingent upon the availabilityof 
state funds under the Medicaid program. If the Ohio General Assembly, the federal government,or any other 
source at  any time disapproves or ceases to continue funding ODHS or ODMH fo r  payments due hereunder, 
this agreement is terminatedas of the date fundingexpires without notice or further obligation ofODHS except 
that ODHS will, subsequent to  termination, provide written notice in accordance with Article VI, 6.2. 

C. All obligations in this agreement are subject t o  the requirements of Section 126.07 of the Ohio Revised Code. 

D. 	 Allobligationsinthis agreement are furthersubject to  approval by HCFA. If ODHS receives noticethatthe 
agreement is not approved, both parties agree to work diligently to comply w i t h  HCFA requirements. If not 
able to  meet them, the ODHS may terminate this agreement. 

VI. 
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GENERAL PROVISIONS 

Effective Dates 

This agreement will become effective on July 1, 1999and will remain in effect until June30, 2001, subject 
to the cancellation provisions contained in this agreement. 

Termination by Notice 

1. 	 This agreement maybeterminated by either party upon 30 days written notice of termination to the 
other party. Notice of termination shall be sent or otherwise delivered to the following persons: if 
ODMH is terminating the agreement,to  Director, Ohio Department of Human Services,30 East Broad 
Street, 32nd Floor, Columbus, Ohio 43266-0423; or, if ODHS intends to  terminate the agreement, to 
Director, Ohio Department of Mental Health, 30East Broad Street, V h  Floor, Columbus, Ohio 43266
0414. 

2. 	 This agreement may be terminated immediately in the event there is a loss of funding, disapproval by 
a federal administrative agency, or upon discovery of non-compliance with any federal or state laws, 
rules or regulations. In the event termination is pursuant to this paragraph B.2., a notice specifying 
the reasons for termination shall be sent as soon as possible after the termination in accordance with 
the procedures set forth in Article VI., paragraph B.1. 

Breach and Default 

Upon breach or default of any of the provisions, obligations, or dutiesembodied in thisagreement, the parties 
may exercise any administrative contractual, equitable, or legal remedies available, without limitation. The 
waiver or any occurrence of breach or default is notwaiver of such subsequent occurrences, and the parties 
retain the right t o  exercise all remedies mentioned herein. 

Amendments 

This agreement may be modified or amended provided that any such modificationor amendment is in writing 
and is signed by the directors of the agencies. It is agreed, however, that any amendments to laws, rules, or 
regulations cited herein will result in the correlative modification of this agreement, without the necessity for 
executing written amendment. 

Equal Employment Opportunity 

In carrying outthis Agreement, the ODMHshall not discriminateagainst any employee or applicant for 
employment because of race, religion, national origin, ancestry, color, sex, sexual orientation, age, disability, 
or Vietnam-eraveteranstatus. TheODMHshallensure that applicants are hired, and that employees are 
treated during employment without regard to their race, religion, national origin, ancestry, color, sex, sexual 
orientation, age, disability, or Vietnam-era veteran status. Such action shall include, but notbe limited to the 
following: Employment, Upgrading, Demotion, or Transfer; Recruitment or Recruitment Advertising; Layoff or 
Termination; Rates of Pay or other forms ofCompensation; and Selection for Training including Apprenticeship. 

The ODMH agrees to post in conspicuous places, available to employees and applicants for employment, 
notices stating that the ODMH complies with all applicable federal and state non-discrimination laws. The 
ODMH shall, in all solicitations or advertisements for employees placed by or on behalf of the ODMH, state 
that all qualified applicants shall receive consideration for employment without regard to  race, religion, color, 
sex, national origin, ancestry, sexual orientation, Vietnam-era veteran status, disability or age.The ODMHshall 
incorporate the foregoing requirements of this paragraph in allof its Contracts for any of the work prescribed 
herein, and shall require all of its subcontractors for any part of such work to incorporate such requirements 

such for all subcontracts '.,?,- i%, 

1. 

5. 
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E. 
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Confidentiality of Information 

The parties agree that they shall not use any information, systems, or records made available to either party 
for any purpose other than to fulfill theobligations specified herein. The parties agree to be boundby thesame 
standards of confidentiality that apply to the employees of either party and the State of Ohio.' The terms of 
this section shall be included in any subcontracts executed by either party for work under this agreement. 
ODMH specifically agrees to  comply with state and federal confidentiality laws and regulations applicable to 
the programs under which this agreement is funded which include, but are not limited to, 4 2  CFR 431.300 
through42 CFR 431.306.ODMH is responsible forobtaining copies of all ODHS rulesgoverning 
confidentiality and for assuring compliance with the rules by employees and contractors of ODMH. 

Compliance with Federal and State Laws, Rules and Regulations 

ODMH agrees to comply with all federal and state laws, rules, regulations, and auditing standards which are 
applicable to the performance of this agreement. 

Partial Invalidity 

A judicial or administrative finding, order, or decision that any part of this agreement is illegal or invalid shall 
not invalidate the remainder of the agreement. 

Records Retention 

All records relating to costs, work performed and supporting documentation for invoices submitted to ODHS 
by ODMH along with copies of all deliverablessubmitted to  ODHS pursuant to thisagreement shall be retained 
and made available by ODMH for audit by the State of Ohio (including, but not limited to  ODHS, the Auditor 
of State of Ohio, Inspector General or duly authorized law enforcement officials) and agencies of the United 
Statesgovernment for a minimum of three years after final payment under this agreement.If an audit is 
initiated during this time period, ODMH shall retain such records until the audit is concluded and all issues 
resolved. 

Audit Exceptions 

1. 	 ODHS shall be responsible for receiving, replying to, and arranging compliance with any audit exception 
found by any state or federal audit of this Agreement as it pertains to federal or ODHS funding of the 
Agreement. ODHS shall timely notify ODMH of any adverse findings which allegedly are the fault of 
ODMH. Upon receipt of notification by ODHS, ODMHshall fully cooperate with ODHS and timely 
prepare and send to  ODHS its written response to the audit exception. 

2. 	 ODMH shall be liable for any audit exception that results from its acts or omissions in the performance 
of this agreement. ODHS shall be liable for any audit exception that results from its actsor omissions 
in the performance of this agreement. In the event of a dispute concerning the allocation of financial 
liability for audit exceptions, the parties agree that the dispute shall be referred to the Office of the 
Governor for a final, binding determination which allocates financial liability. 

3. 	 For the purpose ofthissection,theterm"auditexception" shall includefederaldisallowancesand 
deferrals. 

Liability Requirements (other than audit) 

To the extent allowable by law, agency agrees to  hold the other agency harmless from liability, suits, losses, 
judgments, damages or other demands brought as a result of its actions or omissions in performance of this 
agreement. However, in the event thatan agency is subject to  liability, suits, losses, judgments, damages or 
other demands which are due to the actsor omissions of the other agency, the other agency will not be h@ 
harmless. 
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Resolution of Disputes 

The agencies agree thatthedirectorsofthe agencies shall resolveanydisputes betweenthe agencies 
concerningresponsibilitiesunder or performance of anyof the terms of this agreement. In the event the 
directors cannot agree to an appropriate resolution to the disputes they shall be referred to  the Office of the 
Governor for a final, binding determination resolving the dispute. 

Child Support Enforcement 

ODMH agrees to  cooperate with ODHS and any Ohio Child Support Enforcement Agency (CSEA) in ensuring 
employees of ODMH meet child support obligations established under state law. Further, by executing this 
agreement, ODMH certifies present and futurecompliance with any court order for the withholding of support 
which is issued pursuant to  sections 31 13.21 to 31 13.217 of theOhio Revised Code. 

Drug-Free Workplace 

By executing this agreement, ODMH certifiesand affirms that, as applicable to theODMH, any subcontractor 
and/or independent contractor, including all field staff associated with the project agree t o  comply with all 
applicable state and federal laws regarding a drug-free workplace. The ODMH shall make a good faith effort 
to  ensure that all ODMH employees, while working on State, county or private property, will not purchase, 
transfer, use or possess illegal drugs or alcohol or abuse prescription drugs in any way. 

Public Assistance Work Program Participants 

By executing this agreement, ODMH agrees to  cooperate with ODHS and each County Department of Human 
Services in providing employment and other work opportunities for recipients of assistance under Chapter 
5107 of the Revised Code and recipients of food stamps who are required by law to obtain employment or 
participate in a work program activity. 

Entirety of Agreement 

Alltermsandconditionsofthisagreement are embodied herein. No othertermsandconditionswill be 
considered a part of this agreement unless expressly agreed upon in writing and signed by both parties. 

APPROVED BY: 


Director 

Ohio Department of Human Services 

3 0  East Broad Street, 32nd Floor 

Columbus, Ohio 43266-0423 


DATE: 9-3/+7 
/ 

Director 

Ohio Department of Mental Health 

30  East Broad Street, 8th Floor 

Columbus, Ohio 43266-0414 
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d Governor Director 

Ohio Department of Human Services 
PROVIDER RELATIONS SECTION 

P.O. Box 1461,Columbus, Ohio 43266-0161 
950-5627 then dial (8-3288) 

Dear Providerof Medical Services: 

This form is an application/agreementfor enrollment in the Ohio Medicaid program as a medical 
organization. An organization must have a provider agreement signedby an authorized agent of 
that Organization to bean active Ohio Medicaid provider. medicaid reimbursement is contingent 
upon a valid provideragreement being in effect while the serviceswere provided. 

Each sectionof the application contains specific instructions for completion and mayrequire you to 
attach specificinfomation. Read each section carefully asinstructions and requirements may vary 
for different types of organizations.If there are blocks onthe application that are not applicable to 
your organization,then leave those particular areas blank. However, incompleteapplications or 
completed applications without required attachments will be returnedto you for correction. 
Upon completionof the application, an authorized agent or representativeof the organization is to 
read, sign, and datethe provider agreement portion of this form. Shouldt h i s  area be leftunsigned 
or undated your application for to youenrollment will be considered incomplete and will be returned 
for completion. Properly completed applications willbe processed and youwill be notified by mail 
of your Medicaid provider status. 

The department will deny a provider application/agreementfor reasons including, but not limited 
to: 

*Any license, permit, or certificate that is required by the department has been denied, 
suspended, revokedor not renewed. 

*The provider is terminated, suspended or excluded by the Medicare program and/or by 
the federal Department of Health and Human Services and that action is binding on the 
provider's participation in the Medicaid program or renders federal financial 
participation unavailablefor the provider's participation in the Medicaid program. 

*The organization's owner, officer authorized agent,associate,manager,or employee 
has pled guilty to, or been convicted of a criminal activity materially related to either the -
Medicare or Medicaid program. 

*A judgement has been entered in either a criminal or civil action against a Medicaid 
provider or it's owner, officer, authorized agent, associate, manager,or employee in an 
action brought pursuant to Section 109.85 of the Revised Code. 

The provider agreement maybe canceled by either the provideror the department upon thirty days 
written notice prior to thetermination date. 

You are required to inform the department within thirty days of any changes to your provider 
information. 

Q 
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Complete theOhio Medicaid Organizationapplication/agreement attach required documentation, 
and mail to: 

Provider Relations Section 

Provider Enrollment Unit 

P.O. Box 1461 

Columbus, Ohio 43266-0161 


Should you have any questionsregarding completion of your application/agreementform, call our 
Provider Enrollment Unitat: 

In State 950-5627, after the dial tone, then dial 8-3288,press OPTION 2 
Out of State (614) 728- 3288, pressOPTION 2 

Sincerely, 

Wanda L. OhIer 
Section Chief 
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Submit completedapplication/agreement to: 

Provider Relations Section 

Provider Enrollment Unit 

P.O. Box 1461 

Columbus, OH 43266-0161 ODHS 6751 (Rev. 6/97) 


Enrollment application/agreement forI Medicaid Provider Organizations I 
~~

Complete all applicable itemsif YOU plan to bill Medicaid as a sole proprietor ofa business,or ifyou are a publiclyor privately held business with more 
than one owner. (This does not applyto individual practitionersor practitioner groups.) 

.organizational Provider types mark the oneappropriate type) J 

0GeneralHospital (01)
0MentalHospital (02)
0outpatient Health(04)
0ruralHealthFacility (05)
0FederallyQualifiedHealthCenter 
0Hospice (44)
0WaiveredServiceProvider (45) 
[3AmbulatorySurgeryCenter(46)
0ComprehensiveClinic (50)
0PACE (08) 

0Clinic-Mental. drug Alcohol (51)
0Public HealthDepartmentClinic (52)
0Clinic-Rehabilitation(53)
0PlannedParenthoodClinic ( 5 4 )  

(12) 0Professional School clinicoptometry (55)
0Professional School clinic dentistry 66)
0DiagnosticClinic (58) 
c]Dialysis(59)
0MaternalChildClinic (09) 

0Home Health Agency(60)
0Pharmacy (70)
0Health Maintenance Organ. (7'7)
0PhysiologicalLaboratory (79)
0Independent Laboratory(80)
0PortableX-ray Laboratory (81)
0Ambulance (82)
0Ambulette (83)
0Durable Medical Equipment(76) 

Provider Identification: print ortype entries) 
Organization Name -

Abbreviated Organization Name(If your name exceeds30 spaces, indicate preferred abbreviation.) 



School  

Clinic  

for state use w r y )  

Medicare Identification Information: (Printortype entries) 

PIN numb& PIN number' DMERC number 

You must attach copy or Department d Health and Human ServicesapprovalLetter. 

Clinical Laboratowimprovement Act Information1-1- ----I ~ 

Youmust attached copy of CUA certificate youmustattachcopyofcliacertificate 
Remittance Advice: 

I would likethe claims listedon my Remittance Advice sorted by: check ONE only 

Name 0 Recipient ID I3 Transaction Number0 Recipient Control 

(Print ortype entries) 

g You must attach copy d CUA certificate 

0 Medical NumberControl . 
CD-ROM capabilities 
Do you have CDRom capabilities? 0 YES 0NO 
Would you like to receive your handbooks andmanuals on CD-ROM, as they become available? 0YES 0 NO 

rl 

Check Your Provider Type, and any other Optional. CategoriesOptional Categories of Service: you plan to provide 
of Service 

b -1 IOptionalCategory of Service 1-1 1Optional Category of Sewice 

0 InpatientHospital (01) 	 0 Ambulance Services (37) 0Rehab Clinic(53) 0 Prescribeddrugs (30)
0 ambulette Services (38) 0 Supplies & Med Equip (32) 

- 0 Passport Waiver 111 (66)
00 Maternal Child Health Clinic (09) Passport Waiver 111 (66) 

0 Waiver(45) 0 Private Duty Nursing Svcs (49) 

0 Ambulatory Surgical Center (46) 	 0 Waivered Services (46)
0 Passport Waiver 111 (66) 

0 Waivered Services (46)
0 Optometric Services (47) 

0 Ambulance (82) 	 0 Arnbulette Services (38)
0 Waivered Services (46)
0 Passport Waiver 111 (66) 

0Ambulette (83) 	 0 Waivered Services (46)
0 Passport Waiver 111 (66) 

~ 0 Planned ParenthoodClinic (54)	0 PrescribedDrugs (30)
0 Supplies & Med Equip (32) 

Prof. Clinic-
Optometry (55) 

prof.School c l i n i c  dental 
Diagnostic(59) 

[7 DialysisClinic (59) 

Home HealthAgency(60) 

0Pharmacy (70) 

0 PassportWaiver 111 (66) 

0 PrescribedDrugs (30)
0 Supplies & Med Equip (32) 

0 PrescribedDrugs (30) 

0 Waivered Services (46)
0 PassportWaiver 111 (66) 

0 PrescribedDrugs (30)
0 Supplies & Med Equip (32)
0 Passport Waiver 111 (66) 

-0 Waivered Services (46) -0 PassportWaiver 111 (66) 

0 Waivered Services (46) 

0 Passport Waiver 111 (66) 

0 IndependentLaboratory (80) 0 Passport Waiver (66) 

~ 
0 Independent X-ray Laboratory(el) [7 Passport Waiver (66) 

0Durable Medical Equipment (76) 0 Waivered Services (46) 
0 Passport Waiver ill(66) 

0PhysiologicalLaboratory (79) 0 PassportWaiver (66) 

1 
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I I 

Hospitals 
r 

Hospitallicense Number' license Dale (rnddtyyyy) currentlicense E x p i n t i  Dale' ( r n m l d m )  

--/--/ 
1 --I-- I1


'Youmust attach copy oflicense 

Hospital Bed Breakdown' 

Bed Classification 
medical/surgical specialCare 

Bum Unit 

medical/surgicalgeneral 

Obstetrics-Level 111 

Number of Beds Bed Classification Number of Beds 

beds Psychiatric beds 
beds Swing 1% of time used % I beds 
beds Newborn Care beds.

beds Other \ beds

1TOTAL BEDS 
'You must attach a copy of the letter from Departmentof Health with Your Bed Classification. 

If you provide Pharmacy andor ambulance/ambulette services you must, also, complete the 
Pharmacy and Transportationsections 

b 

Clinics Check the applicable Clinic Typeyou are applying for, and attach a copy of the requited documentation of certification/accreditation 

ambulatory Health Care Clinic 

documenta t i on  (to beProvider Type Rewi red  submi t ted with application1 

0 50 - Comprehensive Clinic 0 Joint Commissionof the Accreditationof Healthcare Organizations 
,
0 51 - Mental Health, Drug. Alcohol 0 Ohio Departmentof Health Recognitionas an Alcoholism Outpatientand After-care Services 

Program. 
or, 0 Ohio Department Of Mental Healthcertificationas an Outpatient Mental Health Facility. 

0 52 - Public Health DepartmentClinic 0 Legal Status as a County HealthDepartment, City Health Department, or Combined Health 
District 

0 53 - Rehabilitation on Facilities.Clinic 0 CommissionAccreditation of Rehabilitation 
or, 0 Medicare certification as a Rehabilitation Clinic. 

0 54 - PlannedParenthoodClinic 

0 59 - DialysisClinic 

058 - DiagnosticClinic 

O 55 - Professional School Clinic-
Optometry 

0 56 - Professional Schoolclinic 
Dentistry 

0 Planned ParenthoodAffiliation of America 1 
0 Medicare CertificationaDialysis Clinic 

0 Medicare Certificationas a Clinic . - -Diagnostic 
I 

0 Council on Optometry Education ofthe OptometricAmerican Association. 

0 Council Dental Education of the Americanon Dental association 

Note: Clinics that are inthe receiptof "Health ServicesBlock Grant Funds" under provisionof Federal Law@.g., Public Law92-36) are 
also eligible forenrollmentas an Ambulatory Health Care Clinic. The provider type assignedto such clinics should correspondto the 
@pes and scopes ofservices funded by the Block Grant. 

Services Provided (Check &that apply) 

0 Prescribed Drugs 0 Nursing 0.Physical Therapy 0 Suppliesand Medical Equipment .\3,9 
TI Waiver D Laboratory 0 Speech Specify .x.Therapy 0Other,

1 Optometric 0 Psychology 0 FamilyPlanning \r 

J Physician 0 Audiology 0 Dental 
. ' .* i (  ,:;: 
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